MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - :"62-012_528_

DEPARTMENT OF PUBLIC HEALTH AND WELFARH ()‘?
- s 'y . s 3 - . > STAT l
DO NOT WRITE AMENDED thﬂﬂ)lmiglg_,rom.g_“}’nmary Registration District Nol_OOB ______ Registrar's Mo, __-.:3_____.---'.3.- € FILE NUMBER
ON THIS sTUB . T -
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where detoased lived. I institution: Residence before
VS 300 oy a. COUNTY . : i
30 g a. STATE MiSSAourl -b. COUNTY St. Francois admission)
. =z b. COI'LY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b e, CITY Inside Limits
bl OR
: E TOWN S5t. Louis, Mo, TOWN Doe Bun Yes {1 No [
€. FULL NAME OF (If NOT in hospital, give location) Inside Limnits d. STREET If cutsid ive |ocath i
——-—-—-2 ql_lo E ?INJOS)S“I'PI}L&T%O?UR Demul Hospital v iﬂ No O ADDRESS . ( . uiside, give |ocation} Reside on Farm
0 S < ~ o — e Yes ] No B
a ! 3. g:ph:EnrO:ril:f)CEASED First Middle Last 4. Dg":I'E Month Day ) Yaar
p Louis F. Carpenter DEATH  March 18, 1962
2 5. SEX 6. COLOR OR RACE 7. MarrindX] Mever Married [J |8, PATE OF BIRTH | 9- AGE {last birthday} [IF UNDER 1 YEAR | IF UNDER 24 HR
s Male White Widowed [J Diverced [ 3/)8 1895 67 M.omhsl Days Hours ‘ Min.
—-———L--—6 10a. ;;L.'Al 0C$UPATI0I‘|'.U Glivn kind offwork :;ma 10k, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12, CITIZEN OF WHAT COUNTRY
ri most of working life, sven if retire
g e zlf.reci flewsPaper Tan Princeton, Indiana, UuS.A.
7 3 13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
—-—-——L—a Q William L. Carpenter Lulu Eaton Marie
2 u<-, 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14 SOCIAI SECURITY NG. [ 17. INFORMANT Address
{Yes, n r unknown) | {If . Qivp, war tos of servi
9 w - QE%ESE = DELHTW. Wl. # b Marie Carpenter, D o
—e—| < — R Enter only one cause per line INTERVAL BETWEEN
10 o E PART |. DEATH WAS CAUSED BY: QNSET AND DEATH
2 6 = IMMEDIATE CAUSE (a)
5 r N
11 91a o
pre} Q - .
12 & |5 =t Conditions, i sny. ) DUE 70 (b) M—*‘Q_M_L—__
- w Ia which gave rise to
_._ﬂ—Q—.:E 2 sbove cause (a), o
1 = stating tha under-
3 ; lying cauvie last. DUE TO () v 3 / 7\
- | z PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH b lated i
2 g dizease condition given in PART | (o} ut not relsted o the terminal PART - ItIler:e:gsrs:gnmv:;!in :::r“;% d:r:.
= .
-
,‘5 E I O Yes | ] Ne I O Unknown
g g 19. ;%:EO%%E%PSY }a. ACCBENT SI.!ICEI!DE HOM&CIDE 20b, DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in PART | or PART {{ of item 18.)
v YES O NO
4 -
z g 6 20¢. HJT[E $F Hour Month, Day, Year
a R 8.m.
» O < ] p.m.
Z a2 =
— - 20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION
v o WHILE AT WORK (1. farem factory, street, office bldg., etc) LOCATIO COUNTY STATE
N £ R .
U E 2 g . y 4 / ' y] N
g o I: g 21, | attended the deceased froﬂ {_‘?S'", . ?M‘Lmd last sawy ive DM_LL‘_L,_
“ L]
w ; 9 Death occyrred at. 2 H‘[ m 2\'}“ date stated sbove, and to the Best of my knowledge, fram the causes stated.
3 , _ "
g w g:) S ﬁ;r ATURE 4 egreg, of gtie) 225, ADDRESS o e JATE SIENED
> = (7 ?’ / 3
> | |5 = g 4 lZ ).ld 6a
> ' Y
d g 23a. ggﬁg&kfﬁgmﬁ?&?r" 235, DATE 23c. NAME OF (QEMETERY OR CREMATORY - 23d. LOCATION [(City, town, or ¢ounty) (State}
Z oy Removal 32142 Hillview Memorial Gardens
5 < 24. FUNERAL DIRECTOR . ADDRESS 25. DATE RECD. BY LOCAL REG.
s > . -y
= ] Alvert H. Hoppe Inc., L4700 Washington, |Blvd MAR 21 1362 AL,




L

STATEMENT BY LICENSED EMBALMER

3

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student Signedx ‘{A)/ % ”7M W—\

Signature of Student Embalmer
ry4
Licensed Embalmer No. 5 7 7

LY Do 7

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Failure to comply
with the above constitutes grounds for revocation of license).

I ‘embalmed by a STUDENT, he also shail sign in his OWN handwriting. - . .

If this body is not embalmed, fact should be so stated above.

. . S L P. Q. Address_,___

* o
L5




